For collecting data we prepared our own questionnaire. We included Information known from the literature, and in addition further factors which, from our clinical experience, appeared to us important. The questionnaire comprised 160 areas of Information. Since the evaluation of the patients records was retrospective, factors such s living Standard and habits could not be considered. A prospective study, in which these factors are being carefully evaluated, is in progress. Punch cards for data processing and coded for 160 Information areas were computerized with the IBM 360/365. The statistical certainty for every single factor contained in the premature birth group and the control group was obtained with the Chi-SquareTest.
Results
The unlimited evaluations made possible by the 160 areas of Information from the 941 questionnaires precluded consideration of every combination. For example, by simply comparing three factors -such s age, weight and height of the pregnant patient with the outcome of her pregnancy -the number of combinations proved so great it was practically impossible to evaluate. Thus summarization and grouping of the areas of Information collected had to be undertaken. In order to clearly state our results, we describe only those that are clearly demonstrable and statistically certain.
Constitutional factors
2.1.1 Age A comparison of age classes (those of very young and very old pregnant wornen) shows no disposition to premature delivery. The apparent increase of premature deliveries in women over 35 years of age shown in Tab. I is statistically not significant and is dependent on multiparity (see Tab. V). correlated in both groups (Tab. II and Tab. III) no significant difference in the frequency of premature deliveries could be found. Also the combinations of height and weight for calculating the true overweight and underweight classes, using the GEIGY Tables [17] of normal average weights äs a Standard, failed to point to any significant predisposition to premature delivery in either class.
Social factors
As seen in Tab. IV there is a significant tendency towards premature delivery in single, divorced and widowed mothers. Furthermore, in Tab. IV it may be noted that for the combination of age and marital Status of the mother the tendency to premature delivery in every age group is markedly increased in single women. -24  25-29  30-34  35-39  40  total   14  17  6  3  0  2  42   50  112  111  ,/ 96  38  12  419   0  2  5  2  2  0  11   28  31  16  7  3  0  85   32  91  100  79  49  16  367   0  7  3  5  1  1  17 2.3 Parity
Previous normal pregnancies
Multiparity äs a factor tending toward premature delivery appears to play a role only after the fourth pregnancy. Tab. V shows that after the third füll term pregnancy the probability of premature delivery is greater. After the 4th and following pregnancies thd tendency to premature delivery does not appear to change further with rising parity when correlated with the age groups. There is a significant increase in predisposition toward premature delivery from the age of 25 onwards after the third fullterm pregnancy. It is to be noted, however, that only the parity and not the age of the mother is the predisposing factor.
Previous premature births, stillbirths and miscarriages
In patients with a previous history of premature deliveries and also stillbirths the tendency for further premature deliveries is apparent. The tendency increases after two or more premature deliveries. The same holds true for miscarriages. As Tab. VI shows the tendency for patients with a history of previous premature deliveries to have repeat premature deliveries has a highly significant test value of 0.05. Even using a critical test value of 0.0005 the significance of the latter is still apparent.
Twin pregnancies, placenta praevia fetal-position, and
Twin pregnancies and pathological fetal positions predisposed to premature delivery (Tab. VII). The occurrence of premature delivery in transverse lie and breech presentations is especially frequent. In every case of placenta praevia totalis a premature delivery occurred. Approximately 4/5 of the patients with placenta praevia marginalis delivered prematurely.
Endocrine factors
With shortened (less than 23 days) and irregulär menstrual cycles the incidence of premature deliveries is increased. In contrast patients with a history of lengthened menstrual cycles showed less tendency to deliver prematurely (Tab. VIII). No relationship appears to exist between menarche and tendency for premature delivery. patients with markedly increased blood pressure (the highest mean value over three consecutive days), with a diastolic pressure over 120 mmHg and a systolic pressure over 160 mmHg and in those with low blood pressure (a diastolic pressure below 80 mmHg and also systolic pressure below 100 mmHg), a significant increase in the incidence of premature deliveries was noted (Tab. XII). In patients with severe and moderate edema a marked increase in the frequency of premature deliveries became evident. However, when one considers the three designations of edema, namely mild, moderate and severe together no difference in the rate of premature births is noted in comparison to the control group. The opposite is true with proteinuria, where even traces of protein in the urine proved to increase the rate of premature birth significantly (Tab. XIII).
Urinary tract iüfections and febrile illnesses
There is a significant increase in the rate of premature deliveries in patients with a history of urinary tract infections and febrile illnesses of unknown origin (e. g. viral infections) during their pregnancy (Tab. XIV).
Bleeding during pregnancy
Tab. XV shows a significant increase in the incidence of premature births in patients with a history of bleeding before the 28th week of gestation. Over 1/3 of the total number of premature births followed pregnancies in which there was a history of bleeding. 
Discussion
Our results in part agree and in part disagree with data reported in the literature. In agreement with ABRAMOWICZ and KASS [l, 2, 3], BAIRD [5], EFFKEMANN [14] , HOYER and THALHAMMER [20] our results indicate that single mothers show a great tendency for premature deliveries. Furthermore with respect to those patients who have had previous premature deliveries, stillborns and miscarriages our results correspond to those of BAIRD [5] and TERRIS and GOLD [32] . We cannot say, for certain, whether an isthmocervical insufficiency is present or occurs in patients with ,a history of miscarriages and/or premature deliveries. The findings, obtained for premature birth-tendencies in patients with a history of curettage would nevertheless tend to support that idea. BAIRD [5] denies a tendency for premature births in twin pregnancies since the latter at term can have a birth-weight under 2500 mg. In contrast we can only agree with WOLFRAM [36] and DÖRING [9, 10] that twin pregnancies frequently are premature, because in our study we have included only those premature births that presented before the 38tji week of gestation for delivery and that showed a marked tendency for prematurity. Also with regard to the fetal position, our results are in agreement with "those cited in the literature [23, 36] . We found exactly äs these authors did that pathological fetal positions tend to premature delivery. Whereas BRAUN et al. [7] and we also found a high rate of prematurity with placenta praevia. ANDERSON et al. [4] 22, 24] predisposed to prematurity. Although ABRAMOWICZ [1] states that the rate of premature births becomes greater the more severe the anemia is, we could convincingly show that hemoglobin values of under 12 mg% predisposed to premature birth. Hyperemesis gravidarum also predisposes to premature births äs HOYER and THALHAMMER [20] have reported. WILKERSON et al. [34] found in agreement with our study an increased rate of premature deliveries in patients with pyelonephritis and urinary tract infections. BAIRD [5] and BROWN et al. [8] have rejected that association, although SALA et al. [26] showed in animal experiments that uterine contractions and premature births resulted from urinary tract infections. It must be mentioned here however that we also observed that the rate of premature deliveries predominated in patients of lower social Status. Nevertheless these findings correspond to the same group of pregnant women who failed to make use of prenatal care [5] . In addition most of these patients were single mothers in whom the rate of premature delivery is very high anyway. The same holds true for pregnant women, who are heavy smokers [1.6, 28]. From our studies we are not in agreement with the literature [l, 2, 3, 4, 5, 12, 20] that age, height and weight prior to conception have no influence upon the frequency of premature births. Most of the earlier investigators reported that very young and very old pregnant women tend to deliver prematurely. HOYER and THAL-HAMMER [20] found a higher frequency of pre-mature deliveries in mothers under 21 years of age an.d also in mothers between the age of 31 and 35 years. HIGDON [18] contends that pregnant women over the age of 40 do not tend to give birth prematurely. These conflicting results certainly arise through the fact that first, many young pregnant women are $ingle (see above); second, the authors named above have defined premature birth only for a weight of under 2501 mg whereas we did not include in our study all babies with births-weights under 2501 mg which were born after the 37th week of gestation. TERRIS and GOLD [32] indicated that 46% of premature babies defined only by birth weight had a period of gestation of over 37 weeks. DRILLIEN [13] found that in young nulliparas 50% and in multiparas 33% of the premature babies with birth weights under 2501 mg and a period of gestation of 38 weeks and longer were born. In accordance with TERRIS and GOLD [31] we could not confirm the results of BAIRD [5] who indicated a tendency to premature delivery in the very small pregnant woman. Although DONNELLEY et al. [12] states that nulliparae more frequently have premature deliveries than do multiparae, we äs SALING [27] could not verify these results. In addition, in contrast to what DONNELLY et al. [12] have said, we found that there is a higher frequency of premature births already after the fourth and not only after the sixth pregnancy. TERRIS and GOLD [32] reported no sigriificant differences in age and menarche or in frequency and regularity of menstrual periods. KIRCHHOFF [21] reported that a late menarche predisposes to premature births. With respect to the menarche our findings resemble those of TERRIS and GOLD [32] . However, in contrast to what he stated, we found that women with shortened or irregulär menstrual periods have significantly more premature deliveries than other women. Many authors contend that the EPH-complex (late toxemias of pregnancy) is the dominating factor in premature delivery [l, 2, 3, 4, 5, 12, 23] . In our study we could not confirm that contention. HOYER and THALHAMMER [20] also indicate that the predisposition to premature delivery in pregnant women with late toxemias or the EPH-complex is of little significance. BROWN et al. [8] maintain that women with late toxemia or the EPH-complex have no higher frequency of premature deliveries that do women with the EPH-complex and concomitant bleeding. These differences in opinions arise because not all authors have obtained their results through comparative studies and because they have failed to differentiate between the monosymptomatic and the polysymptomatic EPH-complexes and their severity. Furthermore, it must be mentioned that babies from mothers with the EPH-complex may be underweight and retarded owing to placental insufficiency. ABRAMOWICZ et al.
[1] write "that toxemia or preeclampsia is perhaps the most common obstetric complication that is significantly correlated with low birthweight". If only the birth weight is used to define prematurity and the period of gestation is disregarded then the rate of premature births will be higher. Our results showed that it is necessary that the three cardinal Symptoms of late toxemia or the EPH-complex (namely edema, proteinuria and hypertension) be critically applied äs yardsticks. Only then is it possible to show without a doubt that a definite hypertension with systolic values over 160 mmHg or below 100 mmHg and diastolic values over 120 mmHg or below 80 mmHg predisposes to premature delivery. On the other hand, the presence of proteinuria -even traces of albumen in the urine -signals the possibility of a premature delivery.
Proposal for the prevention list
In composing a questionnaire that would yield Information about the risks or predisposing f actors leading to premature delivery the f ollowing Statement can be made based on our results. To the list th^t PAPIERNIK [25] , SALING [27] and THALHAMMER [30] tistical studies of the frequency of premature deliveries one should not use only birth weight äs a criterion of prematurf but also the duration of gestation.
Summary
The causes of premature births remain unknown. In the present studies we have tried to detect factors occurring in above average frequency in pregnant women who tended t o have premature deliveries. We compared these factors with those of a control group of gravid women who showed no tendencies for premature deliveries. * To evaluate these factors we composed a questionnaire which consisted of 160 areas of Information for each pregnant patient. The two groups of gravid women were 'evaluated with a Computer program. The first groups consisted of 469 pregnancies ending in premature deliveries during the years 1970-1973. Only those patients were evaluated in whom firstly the newborn had a birth weight of 2500 gm or less; secondly the period of gestation did not exceed 37 weeks, and thirdly the fetus was born alive. The control group consisted of 472 patients hospitalized during the same time who delivered babies with normal birth weights; these patients served for comparison. The BSelection-method was used to select these patients. The I. B. M. 360/365 data processing and punch card analysis was carried out at the German Cancer Research Center in Heidelberg. The Chi-square-method was applied to statistically evaluate the factors. Our Computer analysis revealed that the following factors especially predisposed to premature delivery, with a probability of error less than 0.0005: 17. Shortened and irregulär menstrual cycles A probability of error of less than 0.025 was shown for: 18. Two or more fullterm pregnancies. We could find no predisposition to premature delivery for difiefences in age-groüps, height and weight prior to conceptiön of the patients. In addition, when summarising the three components of the EPH-complex into one factor no significant tendency for premature delivery could be seen with any certainty. Here our results differ from those of other authors, who found that young or very old, or very small patients tended to give birth prematurely and DONNELLY et al. [12] indicating that late toxemias or the EPH-complex predispose to prematurity also differ from our results, primarily because these authors failed to evaluate a control group. In our study we found six factors which should be added to the list of criteria proposed by PAPIERNIK [25] SALING [27] and THALHAMMER [30] for detecting the risks of premature deliveries. 1. Hb value in gm% 2. Previous curettages 3. Multiparity from the fourth pregnancy on 4. Edema 5. Hypertension 6. Proteinuria. Factors 4, 5 and 6 must at the same time be subdivided into three degrees of severity. It is important in future statistical studies on the tendency to premature delivery that the term -premature birth -should be clearly defined.
As criteria we suggest that at least a birth weight of 500 g to 2500 g and a gestational period up to and.including the 37th weck should be considered.
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